Photo Essay
On 1 week follow-up, BCVA in OS had increased to 6/9, fundus examination revealed an area of intra and subretinal hemorrhage in the perifoveal region, and an inferotemporal area of whitening depicting the needle entry wound in the globe, with inferiorly settled vitreous hemorrhage [ Fig. 1a and b] . The perifoveal wound site was diagonally opposite to the inferotemporal peribulbar block entry and therefore represented the area of needle penetration after globe entry.
The site of perforation was studied in detail using the SS-OCT (TOPCON -Japan Inc.), which revealed a homogenous tract from the retina piercing the entire choroid and attempting for focal vitreous detachment [ Fig. 2] . The advantage of the SS-OCT is in the demonstration of the entire thickness of the needle tract. Barrage laser was done around the inferotemporal break. The patient was kept under close follow-up to monitor the perifoveal wound.
Davis and Mendel introduced the technique of peribulbar anesthesia.
[1] They proposed using a single injection in the inferotemporal quadrant, with a blunt tip needle sized 1.9 to 2.2 cm.
[1] Frequency of globe perforation during peribulbar anesthesia has been variably reported in the literature to be 1 in 874 to 1 in 16,224. [2, 3] Risk factors predisposing for perforation are myopic eyes, deep-set eyes, long-needle size, and injection in superonasal quadrant. [4] Clinical presentation includes retinal break formation, vitreous hemorrhage, retinal detachment, retinal hemorrhage and hypotony. Early vitrectomy with silicon oil/gas tamponade is advised in cases with retinal detachment and those with dense vitreous hemorrhage with inappreciable breaks. [5] Our patient presented with most of the above-mentioned signs. The most dreaded complication being the full thickness retinal break. Imaging the break is impractical owing to the peripheral location and the limitations of the previous generation OCT. We utilized the latest OCT with incorporated swept source technology to reach greater choroidal depths.
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To our knowledge, a SS-OCT through the area of globe perforation has not been described before. This essay highlights manifestations of peribulbar anesthesia injection-related globe perforation and showcases an example of severe intraocular injury without resultant visual compromise.
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A 70-year-old man presented with bilateral corneal spheroidal degeneration with corneal opacities. Visual acuity was hand motions close to face and denying perception of light in right and left eye, respectively. As the opacity was well circumscribed within anterior to mid stroma, a deep anterior lamellar keratoplasty (DALK) in right eye was performed. Postoperative slit-lamp examination revealed a hazy corneal graft. Anterior segment optical coherence tomography scan revealed increased corneal graft thickness and a hyperreflective membranous structure lying deep in anterior chamber away from donor graft [Fig. 1a] . The ASOCT was suggestive of a hyperreflective membrane away from the graft by a hyporeflective dark area suggesting a space between the graft and host Descemet's membrane (DM), peripheral attachment of this membrane could be traced up to the posterior lips of host cornea. At 1 week follow-up, instead of one membrane, two membranes could be appreciated on the slit lamp. ASOCT revealed increased corneal graft thickness and two hyperreflective membranous structures lying deep in anterior chamber away from donor graft. These membranes were separated by a hyporeflective dark area suggesting two spaces: one between the donor corneal stromal graft and the pre-Descemet's or Dua's layer and the other between the Dua's layer and the DM [Fig. 1b] . This clinical situation simulated a "Pseudo Anterior Chamber". In our case, there was a detachment of the pre-Descemet's and the Descemet's layer due to the formation of both type 1 and type 2 bubble intra-operatively, while attempting Anwar's big bubble technique. The level of dissection was achieved at type 1 bubble and type 2 bubble went un-recognized. The subsequent separation between the donor lamella and the host would have occurred because of the unnoticed microperforation within the pre-Descemets layer through which the air might have leaked and created the aforementioned separation. However, it was very interesting to see that there was an eventual spontaneous attachment between the layers after resorption of air bubble and the graft became clear at further follow-up [ Fig. 1c ]. This case suggests that post DALK iatrogenic DM detachment may be observed till disappearance of air bubble between detached Descemet's and donor graft.
